Pneumatoceles due to acquired localized overinflation as a form of pulmonary interstitial emphysema are recognized complications of advanced bronchopulmonary dysplasia. 1, 2 The pathogenesis is multifactorial. Volutrauma, infection, oxygen toxicity, and lung immaturity are known to play important roles in its development.
1,2

CASE REPORT
MS was a 725-g male infant born vaginally to a 28-year-old primipara mother at 24 weeks' gestational age. The mother received betamethasone. He was intubated and resuscitated with chest compressions and epinephrine. Apgar scores were 4, 4, and 7 at 1, 5 and 10 minutes, respectively. High-frequency oscillatory ventilation was begun shortly after arrival in the neonatal intensive care unit. He developed severe respiratory distress syndrome that was treated with two doses of surfactant replacement therapy. Multiple bilateral pneumothoraces required chest tube placement. He received two courses of dexamethasone with transient responses.
High-frequency oscillatory ventilation was maintained for 4 weeks. Small cystic pneumatoceles appeared in the left lung and a single large cystic lesion collected in the right lower lung. At 4 weeks of age, when the right lower lung pneumatocele started to cause respiratory compromise, we decided to decompress it ( Figure 1 ). Written consent was obtained from the parents. Decompression was accomplished with a 5.5 French pigtail catheter (Elecath One-step fluid drain assembly, Electro-catheter, 
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NJ) using a posterolateral percutaneous approach under fluoroscopic guidance. We opted to place an 8 French chest tube before placing the pigtail catheter to avoid tension pneumothorax. Both chest tube and pigtail catheter were secured and connected to a dry suction chest drain (Atrium Oasis dry suction chest drain, Atrium Medical Corporation, NH) with 20 cm of water suction. The chest tube was removed after 72 hours. Continuous air drainage from the pigtail catheter continued for 2 weeks (Figure 2) . The suction was then discontinued for 24 hours before catheter removal. A second pigtail catheter was placed in the left lung 3 weeks later, when the largest of the pneumatoceles in the left lung caused respiratory compromise. An 8 French chest tube and 5.5 French pigtail catheter (Elecath One-step fluid drain assembly) were placed using an anterior percutaneous approach under fluoroscopic guidance. Both chest tube and pigtail catheter were secured and connected to suction ( Figure 3) . A moderate-size residual pneumothorax was evident on X-ray that cleared following chest tube manipulation. The chest tube was removed after 48 hours with no further complications. Infant was extubated 1 day later to CPAP. When the air leak ceased, suction was discontinued for 24 hours and then the pigtail catheter was removed. Subsequently the infant had an uneventful recovery.
DISCUSSION
Acquired cystic pulmonary disease in the newborn period may be secondary to infection or barotrauma caused by mechanical ventilation. Congenital forms, such as congenital cystic adenomatoid malformation, pulmonary sequestration, congenital lobar emphysema, and bronchogenic cyst, if symptomatic, usually present within the first days following birth. 3 Acquired cystic pulmonary disease may present in very low birth weight ventilated infants as a severe form of focal pulmonary interstitial emphysema.
1 -3 Our patient's course was marked by multiple pneumothoraces, severe chronic lung disease, and the development of large pneumatoceles in both hemithoraces. These pneumatoceles developed and increased in size despite use of high-frequency oscillatory ventilation and dexamethasone. Different ventilation modes, selective bronchial intubation, balloon obstruction of the affected bronchus and steroids were reported to have been used with success. 3 Mild to moderate cases may resolve spontaneously. In those infants with worsening disease who fail medical management, lobectomy has also been used. 1 -3 Percutaneous evacuation of pneumatoceles has been described previously in children 4 and briefly in three newborns. 5 -7 The first report was a premature infant with severe pulmonary interstitial emphysema. 5 Fox and Wright 6 reported a full-term infant who received mechanical ventilation for persistent pulmonary hypertension of the newborn and had an uneventful recovery. The third case was a 1-month-old infant with Staphylococcus aureus pneumonia and pneumatoceles who required a later lobectomy for reaccumulation of air. 7 In our patient, small cystic lesions appeared in the left lung and a 
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Multiple Pneumatoceles in a Premature Infant single large cystic lesion collected in the right lower lung. When the lesion in the right lower lung started interfering with mechanical ventilation, we elected to decompress it percutaneously. Fluoroscopic guidance was judged helpful in successful placement of the catheter into the cystic lesion. Ultrasound guidance may be a possible alternative to the use of fluoroscopy. Lobectomy was considered not an option due to his low weight and diffuse lung injury. Seemingly progression of the contralateral lesion confirmed our caution regarding an initial pneumonectomy. In our case we placed chest tubes before placing the pigtail catheters to avoid risk for a tension pneumothorax. No recurrence occurred after the pigtails were removed. This case suggests that percutaneous decompression under fluoroscopic guidance of large pneumatoceles causing respiratory compromise is a potentially useful therapeutic modality in neonates. In our patient this approach resulted in a permanent cure.
